Introduction
Individuals with mental illness commonly experience human rights violations while seeking to meet their basic needs. India is no exception, as evidenced by the National Human Rights Commission (1999) report, highlighting gross inadequacies and subhuman living conditions at mental hospitals, and by a recent incident in Erwadi in 2001, in which 25 psychiatric patients were burned to death when a fire swept through a traditional healing shrine. This incident provoked shock and outrage among many observers and led to urgent calls for reform (Krishnakumar, 2001) . As seen in the Erwadi tragedy and similar cases, human rights violations stem not from shortcomings in Indian or international law but rather from prevalent social stigmas, prejudices, and other social and economic factors associated with mental illness (Sharma, 2003) .
Evidence shows that family members of persons with mental illness may use deception, coercion, and physical restraints to manage challenging behaviors that stem from severe and enduring mental disorders (Patel & Bloch, 2009 ). In addition, chaining, beating, and withholding food from (i.e., starving) people with mental illness was identified as common in homes and treatment centers in studied communities (Minas & Diatri, 2008; Read, Adiibokah, & Nyame, 2009). in Taiwan had identified six relevant themes. These included getting a ''shameful'' illness, unmet needs for community care, being overcome by a distorted world, denying the illness, living with the illness, and adapting to changed function levels. In a comparative study, Arvidsson (2010) provided evidence of structural difference in the needs of men and women. He also found that men had more functionaldisability-related needs, which were relatively well met by existing service structures, and women had more physical health, health information, and personal-security-related needs, in which existing service structures were not as effective in meeting.
Lack of autonomy, decision-making power, and access to income faced by women in India put many other aspects of their lives and health outside their control. Women with mental illness face double discrimination from family and community members. Several studies have reported that Indian women with mental illness faced the highest levels of stigma associated with separation or divorce and were especially disadvantaged as they often received no financial support from former husbands (Shekhar, Graham, Martin, & Harvey, 2007) . In addition, gender differences have been observed among men and women with respect to healthcare disparities (Afifi, 2007; Vindhya, 2001) , prevalence of mental illness (Abel, Drake, & Goldstein, 2010; Andermann, 2010) , and gender-based violence (Brunette & Drake, 1998) . However, no evidence has been published that examines gender differences related to the ability of persons with mental illness to meet their human rights needs. The global mental health movement and international agencies such as the World Health Organization have made the issue of human rights violations against persons with mental illness a priority in research and intervention agendas, highlighting the problem as a critical public health concern (Allden et al., 2009) . Nevertheless, the specific research necessary to assess the human rights needs of this vulnerable population has been limited. The authors thus designed this study to investigate gender-based differences among those with mental illness in terms of perceived human rights needs at the family and community levels.
Methods
This was a descriptive study conducted on asymptomatic patients with mental illness attending the outpatient department of a tertiary care center between August and November 2010.
Researchers used a random number table to recruit potential subjects who received an initial assessment by a psychiatrist using the Clinical Global Impression-Improvement (CGI-I) Scale (Guy, 1976) . This study defined asymptomatic patients as patients with mental illness who scored 1 (very much improved) or 2 (much improved) on the CGI-I Scale and were symptom-free. Asymptomatic patients who met the inclusion criteria were included in the study. Study criteria included the following: (a) asymptomatic psychiatric patients diagnosed with either schizophrenic or mood disorders based on International Classification of Disorders Version 10 criteria, (b) either male or female, (c) 18Y60 years of age, and (d) willing to participate. Symptomatic, substance abuse, mentally disabled, and cognitively impaired patients were excluded. Subjects meeting these criteria were interviewed after providing written informed consent.
Data Collection Instruments
Instruments used in this study included the following:
1. CGI-I Scale The CGI-I Scale (Guy, 1976 ) is a standardized instrument used to assess illness severity, illness change over time, and medication efficacy, taking into account a patient's clinical condition and side effect severity. The instrument uses a 7-point scale, with possible responses for the severity of illness scale ranging from 1 (normal) through 7 (most severely ill).
Sociodemographic data
Sociodemographic information collected included age, gender, education, marital status, employment, residence, religion, monthly income, family type, diagnosis, and illness duration (in months).
Needs assessment questionnaire
The needs assessment questionnaire included two sections designed to capture their respective dimensions. Section A assessed human rights needs in the family domain. Researchers developed this section based on the Universal Declaration of Human Rights (UDHR; United Nations, 1998) and a review of the literature. The instrument included 57 items (including 18 negatively worded) in five dimensions: physical, emotional, religious, social, and ethical needs. This section used a 4-point (ordinal) scale rated from 0 (never) to 3 (always). There were no correct or incorrect answers. Subjects were informed that each question required a response.
The 18 items in the physical needs dimension focused mainly on UDHR Article 25, which assesses the right to a decent life and includes adequate food, clothing, housing, and medical care services (e.g., availability of lighting, electricity, safe drinking water, and food for family members).
The 17 items in the emotional needs dimension were based on UDHR Articles 5 (''No one shall be subjected to torture or to cruel, inhuman, or degrading treatment or punishment'') and 12 (''No one shall be subjected to arbitrary interference with his privacy, family, home or correspondence, nor to attacks upon his honour and reputation''). This dimension evaluated such emotional needs as family environment helps maintain dignity, comments on physical appearance, privacy of personal mail, and phone call monitoring, among others.
The four items in the religious needs dimension focused mainly on UDHR Article 18 (''Everyone has the right to freedom of thought, conscience, and religion'') and assessed subjects' religious rights with regard to being forced to participate in religious, witchcraft, black magic, and other activities, among other issues.
The eight items in the social needs dimension were based on UDHR Articles 13 (''Everyone has the right to freedom of movement'') and 20 (''Everyone has the right to freedom of peaceful assembly and association''). They were designed to measure social and economic rights issues, such as freedom to go out of the home, freedom to pursue employment, freedom to pursue education, and permission to handle money, among others.
The 10 items of the ethical needs dimension were based on UDHR Articles 1, 2, 3, 16, 17, and 26. This dimension mainly assessed the right to equality in dignity, right to live in freedom and safety, right to marry, right to own property, and right to education.
Section B employed a modified version of World Health Organization's Taking the Human Rights Temperature of Your Community instrument to assess the needs of persons with mental illness in the community domain (Flowers, Bernbaum, Rudelius-Palmer, & Tolman, 2000) . The instrument was modified to suit the Indian context with regard to mental illness while retaining the essence of questions. For example, the researchers modified the original ''My community is a place where residents are safe and secure'' to read ''My community is a place where mentally ill patients are safe and secure.'' Items 12, 17, 18, 21, and 22 were changed completely, because these questions were not suitable for the study. This scale contained 25 items and used a 5-point scale rated from 0 (do not know) to 4 (always). The above-mentioned instruments were developed in the English language, as study was undertaken at a tertiary care center where people from different cultures, languages, and traditions come for the treatment and represent their communities. Hence, researchers decided to administer the structured questionnaire in a face-to-face interview format.
Instrument Validity and Reliability
Eleven experts from diverse fields, including nursing, psychiatry, psychiatric social work, psychology, human rights activism, and statistics, validated the tool. A revised version was modified to incorporate the experts' suggestions. A testY retest method assessed reliability. The researcher administered the instrument on 10 asymptomatic patients with mental illness at a follow-up outpatient department over a 2-week period and found the study feasible with necessary modifications. The reliability coefficient for the final version of the structured questionnaire was .96.
The primary author used face-to-face interviews conducted in a private room at the tertiary care center outpatient department, with approximately 45 minutes required to complete each questionnaire. The researchers conducted group education sessions for family members on the human rights of persons with mental illness. Although educating the family members was not part of the research, after the pilot study, patients as well as caregivers were not aware of the human rights of persons with mental illness. The researchers felt that educating the family members may help in protecting the human rights of persons with mental illness.
Ethical Considerations
The administrators and the ethics committee of the participating institution approved this study, and all subjects gave their written consent. Researchers maintained data confidentiality.
Statistical Analysis
Responses to negatively worded items were reversed prior to data analysis. Data were analyzed using SPSS Version 13 (SPSS, Inc., Chicago, IL, USA), and results were presented in table form. Researchers interpreted data using descriptive (frequency and percentage) and inferential (chi-square test) statistics. Categories with insufficient numbers were combined when performing chi-square analysis.
Results
The sample comprised 100 asymptomatic psychiatric patients of whom 53 were male. Mean age of subjects was 34.68 T 10.69 years (M T SD; range, 18Y60 years). Slightly more than half (57%) were literate; more men (66%) than women were literate; most subjects were married. A significant association was observed among men and women in terms of employment (# 2 = 52.795, p G .000). Most (61.7%) of the women were homemakers; average income (M T SD) was Rs 4919 T 5724; most (86.8%) of the men and a smaller majority of the women (68.1%) were living above the poverty line, with a significant association observed in the area of income (# 2 = 5.080, p G .024). Most men (58.5%) were self-employed and from nuclear families (58%; see Table 1) . Table 2 shows responses to the physical, emotional, socioeconomic, and ethical needs dimensions of the needs assessment questionnaire. Both men and women had similar perceived physical needs, typified by housing, food, clothing, and access to medicine. Men scored higher than women in the human rights emotional dimension. Examples included fear of family members (# 2 = 9.419, p G .024) and being called derogatory names (# 2 = 8.661, p G .034). A significant association between men and women was identified for the item ''freedom to go out of the home'' (# 2 = 11.277, p G .010). More (40.4%) women than men were not allowed to leave their homes. Both genders perceived human rights needs similarly in the religious dimension. More women (n = 34, 72.3%) than men (n = 27, 50.9%) were likely to be the victims of sexual advances by family members (# 2 = 9.491, p G .019).
Although subjects were dissatisfied with their human rights in the community domain, a statistically significant association was found between men and women (# 2 = 10.197,
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Poreddi Vijayalakshmi et al. Mental Health and Human Rights p G .037) and the statement ''discriminated against because of their mental illness.'' A larger number (73.6%) of men than women experienced discrimination from community members (61.7%).
Discussion
This study examines the self-perceived ability of people with mental illness to meet their human rights needs and provides insight into the human rights situation at the family and community levels. Male and female subjects shared similar perceptions regarding their human rights needs in the physical dimension. However, there were gender-based statistical differences in emotional, social, and ethical dimensions in the family and community domains. Male subjects perceived greater discrimination from community members because of their mental illness than their female peers. Although providing a foundation for future studies in this area, this study has certain limitations. The study population was restricted to people with mental illness currently receiving treatment in an outpatient department at a tertiary psychiatric center. The relatively small sample size also makes it difficult to generalize findings. Type I errors may be relatively high due to the use of an item-wise chi-square analysis. Future research should recruit a larger sample and adopt a qualitative approach to gain a more in-depth understanding of human rights issues in this vulnerable population.
This study found the number of men utilizing mental health services to be marginally higher than women. In a developing country like India, it is critical to examine factors that prevent women from accessing mental health services. For instance, a woman may be unable to come to the primary healthcare center because her in-laws and husband make most of the household decisions and forbid her to leave the house without permission. A woman may be ignorant about available healthcare facilities. Findings from a recent study conducted at two psychiatric facilities in Andhra Pradesh also identify gender-based differences in mental healthcare (Vindhya, 2001) . Psychiatric morbidity was found to be higher among married women than men, which supports previous findings (Kumar, 2000) . Among women (n = 47), 23% were deserted by their husbands, 15% stated that 
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their husbands had asked for legal separation, 13% had former husbands who had subsequently remarried, 6% were living with husbands who were ignorant of their illness, and 11% were not married due to their illness. One qualitative study (Thara, Kamath, & Kumar, 2003) found failed marriages in 76 women with schizophrenia, many of whom were not legally separated or receiving any maintenance from their husbands. In India, the Banyan (an organization that identifies and provides shelter, care, and psychiatric and medical services to destitute women with mental illness) stated that it has provided Adaikalam (''refuge'') to 413 women, 252 of whom have since been rehabilitated (Rao, 2004) . A slight majority (57%) of subjects were literate, which suggests that literacy facilitates mental health service utilization. This finding agreed with previous research (Christensen & Grace, 1999; Miles & Davis, 1995; Parikh, Parker, Nurss, Baker, & Williams, 1996) and supported limited literacy as a barrier to accessing and using mental health services effectively. In addition, 61.4% of literate subjects were men. In India, there is a wide disparity in literacy between men and women. Overall, the literacy rate is 75.96% for men and 54.28% for women. The social system in India promotes education for men. Women, especially in areas far removed from major cities, are still often discouraged from pursuing education.
Like previous studies (Barbato, Monzani, & Schiavi, 2004) , this study also found that both male and female subjects were satisfied to a certain extent in meeting their physical needs such as basic facilities, food, clothing, and medications. Surprisingly, male subjects were more likely to fear their family members and being called derogatory names than their female peers. Common nicknames mentioned included ''mad,'' ''psycho,'' ''idiot,'' ''mental,'' and ''retard.'' This result also reflects the findings of a study (Lawska et al., 2006 ) that found people with mental illness desire to be treated equally, with respect, good manners, and kindness. They also longed to receive empathy and a positive attitude from others.
There was a significant difference in men and women (# 2 = 11.277, p G .10) in terms of freedom to leave the home. In India, women bear the traditional burdens associated with being wives, mothers, and caretakers of others and thus are not encouraged to leave the house. Furthermore, in Indian society, wherein female feticide is rampant and the birth of a female child is often unwelcome, women with mental illness experience even greater contempt and neglect (Raha, 2009) . One study (Badger, McNiece, Bonham, Jacobson, & Gelenberg, 2003) found that people with mental illness were dissatisfied with their social function, general health, social/ recreational activities, and vocational rehabilitation.
Although no significant difference was identified between men and women in the religious needs dimension, subjects described inhuman religious practices such as witchcraft, the burning of various body parts, floggings with neem leaves, tying, burial in sand, forced food deprivation lasting for multiple days, and so on. Other researchers have noted such practices as well (Kulhara, Avasthi, & Sharma, 2000; Padmavati, Thara, & Corin, 2005; Patel, Simunyu, & Gwanzura, 1997) .
Sexual freedom must be considered as a legal right that requires two distinct types of protection, namely positive protection of the right to freely exercise sexuality and negative protection of the right to refuse imposed sexual contact (Nieves, 1997) . One study noted that women are more likely to be abused sexually by a relative or an acquaintance than by a stranger (Cloitre, Tardiff, Marzuk, Leon, & Portera, 1996) . This study concurred with these findings. Another qualitative study conducted in India explored the problem of sexual coercion among female psychiatric patients. Women who reported coercion (n = 50, 34%) participated in a semistructured interview designed to explore their experiences. In nearly half of the cases (24, 48%), the perpetrator was the victim's spouse. Of the remaining, 13 (26%) identified a friend or acquaintance and 10 (20%) identified a relative such as an uncle or cousin. Most experiences occurred in the victim's home, and subjects expressed feelings of helplessness, fear, and secrecy about the incident. These results also demonstrate that the problem of sexual coercion is seldom addressed by mental healthcare in India. The prevalence and severity of such experiences warrant immediate clinical attention and continued research (Chandra, Deepthivarma, Michael, Kate, & Shalinianant, 2003) . Women with mental illness face formidable socioeconomic problems such as family and social neglect, abandonment, and vulnerability to sexual abuse. In this context, it is relevant to discuss certain issues related to reproductive rights of women with mental illness.
The right to physical integrity is a recognized basic human right. In 1994, forced hysterectomies were conducted on several mentally challenged women between 18 and 35 years of age at a general hospital in Pune (North India) because they were unable to maintain menstrual hygiene (Ghai, 2002) . Clearly, the concerns of mentally disabled women remain marginal and are complicated by a failure to comprehend the human rights dimension of issues concerning the disabled and, in particular, the issue of enforced sterilization (Konar, 2004) . In Indian society, the common fear among the parents is that, upon reaching puberty, their daughter will be unable to comprehend the changes occurring in her body and could become an easy target of sexual exploitation due to her mental disability.
In the community domain, a statistically significant difference was identified between men and women in perceived discrimination from community members (# 2 =10.197, p G .37). More men (73.9%) than women were targeted by discrimination. This could be because men were more likely to face the community when looking for employment and exercising social rights. Women, on the other hand, are largely occupied by household responsibilities. Most subjects (68%) reported experiencing stigma and discrimination. Results of this study also reflect the findings of studies on subjective stigma experiences in other cultural contexts (Corrigan et al., VOL. 20, NO. 2, JUNE 2012 
